Abstract: We found that from 1976 through 1983 the incidence of acute myocardial infarction (AMI) diagnosed among Navajo Indians remained low (0.5 per 1,000 persons age 30 years or more), although the incidence in women appears to be climbing. Navajo AMI patients
Introduction
Southwestern American Indians have a low prevalence of coronary heart disease, documented by clinical case reports,'-3 death certificate data,4 postmortem anatomic studies,5,6 and population surveys.7-'0 Few smoke cigarettes," "2 and cholesterol levels average 20-40 mg per cent lower than those of comparison Caucasian groups. '-'6 On the other hand, diabetes mellitus is prevalent, and obesity is frequently observed.17-20 Navajo, Apache, Papago, and other Southwestern tribes have a moderate and perhaps increasing prevalence of hypertension.7'8"2'2'23 Sievers and Fisher reported that acute myocardial infarction is also increasing in frequency among all Southwestern tribes. 24 While most tribes are small, leading to unstable rate estimates for diseases, the Navajo comprise almost 150,000 people in a defined geographical area. This survey reviews diagnosed acute myocardial infarction (AMI) among Navajo Indians during eight years , and compares clinical characteristics and risk factors of these patients to those of age-and sex-matched patients with gallbladder (GB) disease, a "traditional" and frequent Navajo ailment.
Methods
The The present survey may suffer from incomplete case ascertainment because of "silent" and undiagnosed AMIs. In the Framingham study, about one-fourth ofAMIs were silent or undiagnosed at the time of occurrence.29 Among Israeli government employees, almost 40 per cent of AMIs were unrecognized.' Truly silent AMIs constituted about halfthe cases in each of these studies, while the others had symptoms undiagnosed or misdiagnosed at the time because they were atypical. Navajos do not appear to have a high threshold for medical care utilization in general, and it is possible that PHS physicians underdiagnosed AMI because (at least in the past) they had a low index of suspicion. Even if "silent" AMI occurred two or three times more frequently among Navajo as compared to the US population, AMI attack rates must be less than one-fourth or one-fifth of those seen in the general population (Table 2) .
We chose patients with GB disease as a comparison group because cholelithiasis and cholecystitis often require hospitalization, occur in a middle-aged and older age group, and are traditionally common diseases among Southwestern Indians.3t'32 While there may be confounding risk factors between AMI and GB disease, the fact is that GB disease has been a very frequent problem and AMI a rare problem for Navajos. The traditional (i.e., last 75 years) lifestyle was associated with GB disease but not AMI. Therefore, it seemed reasonable to ascertain how age-and sex-matched AMI and GB patients differ. However, AMI patients are more likely to be hospitalized than GB patients and, thus, our comparison group probably overrepresents those with severe GB disease (Berkson's fallacy) rather than representing the real distribution of severity. Diabetes and hypertension, as might be expected, were more frequent in AMI patients. Obesity was not significantly associated with AMI (23 per cent versus 16 per cent) overall, but it was a definite risk factor in men (20 per cent versus 7 per cent).
The data are consistent with the hypothesis that Navajos are relatively resistant to coronary heart disease, and that a large increase in occurrence has yet to take place. Interestingly, we found that the incidence of diagnosed AMI appears to be increasing in women, but this observation is based on a small number of cases. disease,'0 as is the case among the Navajo in this study.
Environmental and lifestyle changes may well lead to an increased incidence ofAMI in Navajo Indians in the future since the clinical expression of ischemic heart disease takes place only after 20 or more years of atherogenesis.
